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      The system of care (SOC) philosophy evolved into a framework to support access to 
effective behavioral health services for children. This study explored the use of the System of 
Care Implementation Survey (SOCIS) to monitor SOC development during one Midwestern 
state’s federal planning and expansion grants. Utilizing a translational framework, results 
showed that despite fluctuations in SOC factor implementation over time, state and local SOCs 
had mid-level development. Further, inferential analysis of select factors indicated that outreach 
and access to services and the skilled provider network were significantly worse over time. 
Significant improvement in the treatment quality was documented, but not sustained. Changes 
for Family Choice and Voice and Collaboration were not statistically significant. Variability in 
survey participation limited the evaluation. Refinement of evaluation methods is needed to 


















          In response to unmet mental health needs of children and youth, the system of care (SOC) 
value-based philosophy evolved into a framework to support equitable access to effective 
services and support, research, and evaluation.1-6 Explicit values and principles - family driven 
and youth guided, culturally competent, and community-based - characterized the SOC 
framework, prioritizing the needs of children and families.7 The SOC principles specified a 
comprehensive array of services; service coordination; prevention and early intervention; 
equitable access to services; smooth transitions; individualized service planning; services in the 
least restrictive environment; family participation in service planning, delivery, and evaluation; 
and integrated, coordinated services across the child-serving systems.4, 5, 8  The SOC framework 
has been operationalized through inter-agency and cross-sector collaboration characterized by 
partnerships with families, cultural and linguistic competency, accountable case 
managers/coordinators, individualized services, home- and-community-based alternatives, 
natural supports, evidence-based treatment, comprehensive financing, shared outcomes across 
systems, and cross-agency management information systems.4, 5, 8-10 
 The complexities of the SOC framework required multi-level implementation of value-
based principles and processes.5   Following 18 years of incremental SOC community-based 
initiatives, one Midwestern state received Child Mental Health Initiative (CMHI) state-level 
planning and expansion grants.11 This study explored the use of a standardized system of care 
instrument, the System of Care Implementation Survey (SOCIS),9 to assess readiness, to inform 
planning, and to help monitor state and local SOC development.  
The level of development and strength of specific SOC factors provided a good 




outcomes and supports for children and their families.9, 12, 13 However, building the infrastructure 
to support effective services and supports for children and youth with behavioral health needs 
and their families remained a longstanding challenge.3, 14-17   
Following the operationalization of SOC values and principles through federal policy and 
funding in the mid to late 1980s and beyond, researchers studied changes in child mental health 
services.2, 9 Their findings indicated that philosophical shifts and theoretical advancements in 
service design impacted policies related to behavioral health and brought about transformations 
in practice.2, 18-22 Specific changes included increased emphasis on service integration and 
interdisciplinary practice, redefined roles of youth and families, and a better understanding of 
social determinants of service utilization and outcomes.8, 19, 20, 23, 24 Over twenty years, the service 
array expanded beyond outpatient, inpatient, and residential services to include community-
based care coordination supported through federal CMHI grants and Medicaid funding, but gaps 
remained.2,15  Recognition of the impact of historical or experienced trauma influenced changes 
in service design and delivery.25-27  While a 2008 state-level SOC study found that most states 
had made progress, most of the changes though encouraging were “limited in scope and depth.”28 
(p. 9) 
Complexity and Role of SOC Evaluation 
Challenges of SOC implementation, research, and evaluation have been acknowledged.5 
Evaluation strategies consider multiple levels with outcome measures related to the aspect of 
SOC being studied due to the complex framework and implementation processes at multiple and 
multi-faceted levels (state, tribal or territorial jurisdictions, local system, and the service delivery 




Systems at the state, tribal, or territorial level can make changes in policies, financing 
strategies, workforce development, and other structures and processes to support local systems of 
care. Ideally, system-level evaluations examine these processes and outputs.5 As communities or 
geographic areas tend to have unique demographic, sociocultural, and economic characteristics, 
localized assessments of SOC implementation are necessary to understand unique factors 
affecting child behavioral health systems in different communities.30 SOC development 
evaluations help identify resources and areas needing improvement to inform policy and practice 
decisions.1, 31 Periodic monitoring of SOC development helps manage the conditions necessary 
to provide effective care coordination and treatment.32, 33 Although evaluations are critical for 
continuous quality improvement,9, 31 most jurisdictions do not have the capacity to monitor SOC 
development and functioning.2 
The current study 
This study focused on state SOC implementation and development in one Midwestern 
state with an incremental history of local SOC development. In October 2013, as a recipient of a 
state-level CMHI planning grant from the Substance Abuse and Mental Health Services 
Administration (SAMHSA), the state mental health authority, National Alliance on Mental 
Illness (NAMI), and the state child welfare agency collaborated to develop a strategic plan to 
enhance the state level SOC.34, 35   The state SOC strategic plan was informed by cross-system 
representation, youth and families with lived experience, community providers and other 
stakeholders. Soon after, stakeholders completed a readiness self-assessment for SOC 
development using the SOCIS.11 Themes from stakeholder input were matched to mean SOCIS 
factor ratings from the required readiness assessment that had identified state and local SOC 




that increased funding and technical assistance would develop state-level infrastructure (SOC 
governance board with youth and family involvement, mental health youth services team, 
technical assistance to local SOCs, evaluation and quality improvement processes) to improve 
state-level SOC development and support local SOC implementation. Initial strategic goals for 
SOC expansion focused on seven categories: collaboration, implementation of SOC values, 
access to effective services and supports, workforce development, finance, social marketing, and 
local governance. For each goal, specific activities were planned.  
SOC expansion. In 2014, a four-year SOC expansion grant focused on building state 
infrastructure for youth mental health services. The federal/non-federal budget funded key state 
staff positions: Principle Investigator (PI), a new Grant Director, a new Cultural and Linguistic 
Competency Coordinator, and a new SOC Technical Assistance (TA) Coordinator for local 
SOCs. Grant related contracts included SOC TA to the state youth services and grant 
implementation team; a youth consultant with lived experience; supported family and youth 
involvement; evaluation services and social marketing consultation. An annual, statewide SOC 
conference was sponsored through 2018. As local SOC development is related to access to 
effective wraparound and behavioral health services, the plan supported both state and local SOC 
development.11, 12, 33   
Grant activities. The state grant team received technical assistance through the Technical 
Assistance Network for Children's Behavioral Health (TA Network) and an external contractor 
regarding strategic planning, developing and implementation a cultural competency plan, and 
family and youth involvement. The state grant team provided TA to the local SOCs  through on-




from the external TA consultant, the new SOC Director, and on-site training/consultation by the 
new Cultural and Linguistic Competency Coordinator.  
Collaboration and Governance-Management Transitions. Evolving from an advisory 
board to support statewide implementation of high fidelity wraparound care coordination, a state-
level governance board was comprised of state organizations, local SOC representatives, 
advocates, one-third youth and families, and other stakeholders such as YMCA, housing 
authority, and local government. The state National Alliance on Mental Illness (NAMI) director 
facilitated meetings in collaboration with the grant PI. Concurrently, a new cross-system 
commission, established by 2013 legislation, had just begun to study issues related to vulnerable 
children to promote data sharing and best practices, and to make recommendations to legislation. 
During the grant, an interagency collaborative was redesigned to engage decision makers from 
child service agencies and the commission’s director. The SOC PI had leadership roles in each 
body. Toward the end of the SOC grant, governance and management were restructured to be the 
role of state agencies and the grant’s board evolved to an advisory board with diverse 
representatives of families and youth, advocates, community systems of care, child behavioral 
health providers, state agencies (education, child welfare, health, Medicaid, office of minority 
health), and academia.      
During the grant, SOC Board subcommittees included a youth and family subcommittee 
that helped develop and recommend child mental health policies to the board for consideration 
and approval. Training, TA, and grant funding supported the development and sustainability of 
the subcommittee. In the last grant year, families with involvement in the state SOC board began 




workforce development, cultural and linguistic competency, evaluation, and local SOC 
coordinators.  
Two experienced local SOC Coordinators assumed leadership for monthly calls, 
quarterly SOC in-person training/meetings, and worked closely with the state team. During the 
grant, the state supported funding of 18 local SOCs through a designated state child mental 
health fund. In fall 2017, the TA team assessed the knowledge and skills of local coordinators.  
Although they shared a common understanding of SOC, many lacked needed skills. Subsequent 
TA focused on skill development. Following the grant, financial support for 17 local SOCs 
continued with TA provided to 61 local coordinators representing 83 of the state’s 92 counties. 
SOC activities and development were documented through a qualitative study, which ran 
in two phases during the implementation grant with key informant interviews, document reviews, 
and surveys.36, 37 Progress toward the goal of expanding family and youth involvement at the 
state level was recognized. The state advisory board cultivated leaders and champions for the 
SOC approach and monitored emerging policies and protocols. Cultural and linguistic training, 
technical assistance, and awareness was integrated into state SOC strategies and activities.  
Services. Although no expansion grant funds paid for services, the use of evidence-
informed and promising practices expanded. For example, in State Fiscal Year 2014 (SFY14) 
and SFY18, 3, 380 and 8,247 youth, respectively, participated in Cognitive Behavioral Therapy 
(CBT); 1,736 and 8,557 youth, respectively, participated in Trauma Focused CBT; and 410 and 
2,691 youth, respectively, participated in Functional Family Therapy. Functional outcomes for 
youth participating in evidence-based practices and were consistently better than outcomes for 





Developing statewide access to high-fidelity wraparound had long been a strategy. 
Building upon the development of wraparound services through a 2008-2012 Medicaid 
demonstration grant for youth with complex mental health needs,39  the population of concern for 
this grant was children (ages 6 to 17) who were eligible for a new 1915i Medicaid program in 
counties beginning the program after April 1, 2015.11 By March 2015, the new Medicaid 
wraparound program was available in 32 of 92 counties. By December 2017, children from 72 
counties had participated in the program with expansion to children in nine more counties by the 
end of the grant in September 2018.  
State funding supported training and TA from the University of Maryland’s School of 
Social Work and the Wraparound Evaluation and Research Team. Five state-level coaches were 
employed to support and manage quality care coordination services statewide. Dedicated state 
funding to the state child welfare system supported similar care coordination services for 
children not eligible for Medicaid. Training and certification of wraparound facilitators and 
supervisors for Medicaid and state funded care coordination was provided by state coaches.  
 Evaluation. An evaluation committee worked closely with the grant implementation 
team and governance board, collaborating with local SOCs, youth and families, and the cultural 
competency committee. Periodic in-person meetings were webcasted to encourage participation 
in evaluation planning, reviewing findings, and discussing implications. In addition to collecting 
grant required data, administrative data was utilized to study service utilization, identifying 
disproportionate access to services and monitoring outcomes by age, gender, race, ethnicity, and 
geography. As part of the grant’s local SOC evaluation, the SOCIS was administered three times 




Questions. Related evaluation questions included: What were the initial levels of state 
and local SOC development during the planning grant? In what areas was progress made? What 
challenges continued? Were observed changes over time significant and meaningful?  
Methods 
 Sample  
The study’s convenience sample was composed of respondents from state agencies, local 
counties, and families. Respondents included mental health (MH) service providers; youth, 
families and advocates (YF); child service organizations (CSO) (e.g., child welfare, juvenile 
justice, health, residential), education (ED), and other community partners (OCP). Across the 
years examined, at state or county levels, respondent types and number of related respondents 
varied. In the 2014 readiness survey, respondents were primarily from MH (37.3%) and CSO 
(30.6%), followed by ED (14.4%), OCP (8.9%), and YF (8.4%). Over time, fewer MH and CSO 
respondents and more OCP respondents completed the SOCIS.  
Overall, 1,512 respondents from 89 counties participated in the study. However, the 
number of counties represented in the study varied across the periods examined: 2014 (76 
counties), 2016 (67 counties), and 2018 (55 counties).The number of respondents also varied at 
state and county levels and over time. The percentage of total respondents that rated the state-
level SOC, increased from 12% in 2014 to 19% in 2018. The number of respondents from 
participating counties ranged from one to 39 in 2014, and from one to 23 in 2016 and 2018. Due 
to the relatively small number of state-level surveys in 2014, 2016, and 2018 (75, 49, and 85), 
respectively, state and local surveys were combined to explore the significance of change in 






This study utilized the SOCIS, Version 2.3.4,3, 9, 40 developed to study CMHI grantees. 
The SOCIS included 85 items within 15 factors related to system of care implementation and 
development (Table 1). With each SOCIS factor, a five-point scale was used to rate most 
questions. Scale rating narrative anchors varied with question’s context (e.g., Family Voice and 
Choice questions, ‘1-Never/Almost Never, 2-Rarely, 3-Occassionally, 4-Frequently, 5-
Always/Almost Always’; Transformational Leadership questions, ‘1-Not at All, 2-Slight Extent, 
3-Moderate Extent, 4-Great Extent, 5-Very Great Extent’)40. A few questions had ‘yes’ or ‘no’ 
options, rated ‘5' for yes and '1' for no. An optional 'Don’t Know ' rating was not included in 
analyses as the question rating was missing. Another survey item asked respondents to indicate if 
they were rating the state or a county SOC. When ‘county’ was selected, the respondent was 
asked to specify the county. 
(Place Table 1 about here.) 
Validity and reliability. Based upon SOC literature and input from families, youth, and 
expert opinion, the initial scale was developed, tested in a pilot study to evaluate psychometric 
properties, and examined through interviews with respondents.9 Internal validity of the 
instrument was tested by interviewing at least four individuals who represented at least different 
groups within a national sample of counties stratified by population size and poverty level.41 All 
14 original factors had at least acceptable fit; nine factors had an excellent fit.41 The Cronbach’s 
alpha for the overall SOCIS was acceptable, averaging 0.769 across 14 factors.9 
External validity. External validity was tested by regression analysis to determine if 
factors were significantly related to communities that had received CMHI funding.33 Grantee 




identification of a local population of concern, endorsement of SOC values and principles, and 
having a skilled provider network. Comprehensive financial planning and a performance 
management system were somewhat related to grantee status. Two factors, individualized, 
comprehensive, culturally competent treatment and outreach and access to care, were not 
associated with grant funding.41  
Factorial and concurrent validity. Multilevel confirmatory factor analysis documented 
the SOCIS factor structure.41 Overall, for the first 14 factors, they found evidence of good 
factorial validity with unidimensionality and significant loadings for all items.  
Concurrent validity was confirmed for 11 of the 14 factors when factor latent mean 
differences were interpreted as real differences between former CMHI grantees and non-
grantees. Family voice and choice and implementation plan had equal factorial loadings, but 
different residual variables between counties. Values and principles had different means, but 
former grantees had lower ratings on all items within- and between-counties. 
 Less robust results were found for variability of the factors. Utilizing intraclass 
correlation, significant between-county variance (p < .05) was found for only six factors: 
individualized, culturally competent treatment; implementation plan; theory of change; skilled 
provider network; performance measurement system; and management and governance. The 
type of respondent completing the survey accounted for a large amount of the variance. Utilizing 
multilevel confirmatory factor analysis, variability in ratings between counties was related to two 
dimensions: variability in SOC implementation and variability in respondents’ perceptions.  
Within-county variability could be a limitation for using the survey to measure implementation.41  
Different patterns of ratings appeared among respondent types. Mental health providers 




lowest40,   Specifically, MH providers scored 10 items significantly higher (p < .05) than did 
families and education. Compared to other child services, mental health providers scored six 
items significantly higher (p < .05). Education rated four factors significantly higher than 
families (p < .05), but lower on two. Education was lower than other child services on seven 
factors (family voice, comprehensive treatment, implementation plan, population of concern, 
collaboration, finance plan, and provider network), but higher on values. Families rated items 
four times lower than other respondents.41  
Regarding explanations for the ratings, consistently higher factor ratings by MH and 
child service providers could be related to bias or to increased knowledge. A broader perspective 
about meeting all students’ needs could also be related to lower school ratings. With consistently 
lower ratings, families with lived experience may not have been as knowledgeable about the 
service system. 
 Different perspectives and the small number of respondents in each county contributed to 
the absence of between county variability.41. Respondent type contributed to differences in mean 
ratings, missing information (incomplete and ‘Don’t Know’ responses), and self-reported 
knowledge about child mental health services. Mental health respondents had less missing data. 
SOCIS developers acknowledged that further refinements were needed to address inconsistencies 
among respondent types.   
Procedures  
For this study, in order to make the survey more understandable to families, service 
providers, and the lay community, with permission from the survey's developers, the evaluation 
team worked with youth, families, and providers to revise the language of the SOCIS before its 




question, the survey’s language was simplified. The team used Qualtrics software to create an 
online version of the SOCIS for data collection. Respondents had the option of completing and 
mailing in a hard copy of the survey.  
Evaluators asked local SOC coordinators to identify and help recruit potential survey 
respondents with different perspectives (e.g., families/youth, mental health providers, child 
welfare, juvenile justice, education, advocates) at the local level. The evaluation team sent email 
invitations to potential key informants with an electronic link to the survey. SOC coordinators 
assisted in the dissemination of the surveys within their counties or regions of operation. 
Simultaneously, the state mental health authority and mental health advocacy agencies posted 
invitations to participate in the study on their websites. Evaluations were also sent invitations to 
members of the state SOC advisory/governance board and state agencies. During the data 
collection window, the evaluation team emailed reminders to potential respondents and periodic 
updates about local response rates to local SOC coordinators, encouraging continued 
dissemination of the survey. During the 2014 period, the survey remained open for eight weeks; 
in 2016 the survey was available for nine weeks, and in 2018 for about six weeks. Participation 
was voluntary; respondent identities were anonymous.  
Analyses   
For descriptive and inferential statistical analyses, this study utilized SPSS, version 25. 
During the grant, SOCIS factor means were examined to study implementation trends over time. 
Within each survey period and across time (i.e., 2014, 2016 and 2018), the 15 SOCIS factors 
were compared at the state, county, and national levels3. Kutash and associates’ translational 
guidelines (see below) provided the basis to convert mean results into overall estimates of the 




• High level of SOC Implementation = score of ‘3’ or above on 11 or more of the 15 
SOCIS factors.  
• Mid-level of SOC Implementation = score of ‘3’ or above on six to 10 factors.  
• Beginning level of SOC Implementation = score of ‘3’ or above on five or less 
factors.  
To explore the repeated utilization of the SOCIS to monitor progress over time, a one-
way between groups multivariate analysis of variance (MANOVA) compared overall SOC 
development over the three periods, i.e. 2014, 2016, and 2018. Based on the state’s SOC 
strategic plan goals and item-specific response rates, five SOCIS factors were examined: family 
choice and voice (FCV), individualized culturally competent treatment (ICC), outreach and 
access to care (OAC), inter-agency and cross-sector collaboration (CC), and skilled provider 
network (SPN). The five factors were the dependent variables for the one-way MANOVA. The 
independent variable, SOCIS Year, had three levels: 2014, 2016, and 2018, representing the three 
time periods. Dependent variables were also considered separately using a Bonferroni-Holm 
(sequential Bonferroni) procedure to determine statistical significance. Post hoc comparisons 
were conducted to identify specific differences42 between the SOCIS years of implementation.  
Missing data. Similar to other studies, some respondents started, but did not complete the 
survey. Actual reasons were unknown, but post-survey feedback suggested it was due to the 
length and complexity of the survey. To address missing data, multiple methods were explored –
the SPSS pairwise default, and sensitivity analyses involving only counties represented in all 
three time points, and multiple imputation. With each of these approaches, the overall trends in 




For the sensitivity analysis featuring only data from counties that participated in the study 
at all three time points, 38 counties were identified. However, all the respondents were providing 
ratings for the local level which limited the opportunity for state and local level comparisons.  
Results 
Descriptive Information 
Respondents. Across time frames, survey respondents’ mean age was about 45 years old. 
Most respondents were Caucasian (90% to 95%) women (81% to 87%) reporting 13 to 15 years 
of active involvement in children’s behavioral health services. Table 2 compared the number of 
state and local survey respondents’ roles, agency types, years of experience, age, gender, race, 
ethnicity, knowledge about local child mental health services, and the extent to which they 
believed their child mental health services to be a SOC in each time period. The number of 
respondents for county-level surveys decreased after the planning survey.  
 (Place Table 2 about here.) 
            
 Knowledge. Participants rated their level of knowledge of the local children’s mental 
health system. In 2014, 80.7% of respondents reported being moderately to very knowledgeable. 
In 2016 and 2018, 81.5% and 72%, respectively, reported being moderately to very 
knowledgeable. The overall mean rating for participants’ knowledge of the local children’s 
mental health system was 4.18 (.864) in 2014, 4.14 (.775) in 2016, and 3.92 (.918) in 2018. The 
mean knowledge reported by respondent type varied slightly: 4.14 (.718) for mental health, 3.98 
(.850) for youth/ and families, 4.07 (.716) for education, 4.03 (.849) for other child service 






SOC Development over Time 
Estimating the level of SOC development. Based on Kutash and associates’3 translational 
guidelines utilizing the frequency of adequate SOCIS factor means, the state and local (for 
participating communities) SOCs were at a mid-level of SOC development during initial survey 
and in subsequent grant years. However, for local SOCs, variability emerged for implementation 
in specific communities with documented change for many.  
State-level SOC factor development. The level of implementation among SOCIS factors 
differed. At the state level, Skilled Provider Network (SPN) and SOC Values and Principles 
(VP), respectively, consistently had the lowest and highest levels of implementation in 2014, 
2016, and 2018. The number of factors rated as having adequate levels of implementation 
decreased over time: ten in 2014, eight in 2016, and seven in 2018. Yet, the level of SOC 
implementation remained within a mid-level range. Ratings for Performance Measurement 
System (PM) and Provider Accountability (PA) fell below an adequate level in 2016, and 
General System Performance (GSP) missed the mark in 2018. Other items consistently rated 
below ‘3’, requiring attention were: Outreach and Access to Care (OAC), Implementation Plan 
(IP), Comprehensive Finance Plan (FP), and Population of Concern (POC).  
Local-level SOC factor development. Similarly, at the local (county) SOC level, overall 
SPN and VP were consistently rated as having the lowest and highest levels of implementation, 
respectively. Regarding other SOC factors, differences from state implementation emerged. 
Local SOC respondents rated PA as adequate for all periods. OAC, initially rated as being 
adequately implemented, was later rated as inadequate. Table 3 shows the ratings for all SOCIS 
factors over time at state and local levels in comparison with national results.3  




Exploring Change in Specific Factors 
A one-way between groups MANOVA was performed to examine differences in SOC 
implementation from 2014 to 2018. The five dependent variables were FCV, ICC, OAC, CC, 
and SPN. The independent variable was SOCIS year with three levels: 2014, 2016, and 2018. 
There was a statistically significant difference between the three years on the combined 
dependent variables, F (10, 1906) = 5.40, p = .000, Wilks Lambda = .95, partial eta squared = 
.03. Only three percent (3%) of the variance in the dependent variables was accounted for by the 
group factor. The dependent variables were also considered separately using a Bonferroni-Holm 
(sequential Bonferroni) procedure to determine statistical significance. The adjusted alpha levels, 
based on the Bonferroni-Holm procedure, were 0.01, 0.013, 0.017, 0.03, and 0.05. The factors 
reaching statistical significance were OAC, F (2, 957) = 9.15, p = .000, partial eta squared = 
.019, SPN, F (2, 957) = 6.61, p = .001, partial eta squared = .014, and ICC, F (2, 957) = 4.17, p = 
.016, partial eta squared .009. (See Table 4.)  
(Insert Table 4 about here.) 
 A Tukey post hoc comparison (Table 5) showed that for OAC, there were statistically 
significant differences between 2014 (M = 3.12, SD = .855) and 2016 (M = 2.93, SD = .770), (p 
< .05), 2014 and 2018 (M = 2.86, SD = .800), (p < .001), but not between 2016 and 2018 (p = 
.616). For SPN, there were statistically significant differences between 2014 (M = 1.45, SD = 
.276) and 2016 (M = 1.38, SD = .273), (p < .05), 2014 and 2018 (M = 1.39, SD = .262), (p < 
.05). However, there were no significant differences between 2016 and 2018 (p = .894). For ICC, 
statistically significant differences were detected between 2014 (M = 3.89, SD = .628) and 2018 
(M = 3.78, SD = .567), (p < .05), and 2016 (M = 3.92, SD = .532) and 2018 (p < .05), but not 




(Insert Table 5 about here.) 
  Due to a violation of the homogeneity of variance assumption for ICC and CC, two 
separate one-way ANOVA tests with a Welch statistic (because of differences in the group sizes) 
were conducted. For CC, the one-way ANOVA did not yield any statistically significant 
difference, Welch’s F (2, 741.61) = 1.46, p > .05. The result for ICC was statistically significant, 
Welch’s F (2, 803.18) = 4.00, p < .05. A Games-Howell post hoc comparison showed that there 
was no statistically significant difference between 2014 (M = 3.89, SD = .627) and 2016 (M = 
3.91, SD = .547) p > .05, and 2014 and 2018 (M = 3.80, SD = .595) p > .05. However, there was 
a statistically significant difference between 2016 and 2018, p < .05. (See Table 6.) 
(Insert Table 6 about here.) 
 
Discussion 
Unlike public health surveys that report the presence or absence of health conditions, the 
SOCIS focuses on the conditions necessary for children, youth, and families to have access to 
effective behavioral health services.3  This study focused on the utilization of the SOCIS to 
inform planning and to monitor SOC implementation in a state-community partnership. As a 
readiness assessment, the SOCIS informed initial strategic planning for a subsequent SOC 
expansion grant. Over five years, three administrations of the SOCIS reflected the perceived 
status of factors related to SOC values and principles.9  Utilizing a mixture of translational and 
statistical analyses, researchers explored the utility of repeating the SOCIS to monitor SOC 
developmental trends.  
Translational Analysis   
Following Kutash and associate’s translational rating guide3, ranges of adequately rated 




grants, the state and, on average, local SOCs functioned within a mid-level range with six to ten 
factors out of 15 rated as adequate.  
Patterns of SOCIS factor ratings in the current study were usually consistent with results 
from the national study of federally funded SOCs (Table 3).3 A notable exception was for 
Interagency and Cross-Sector Collaboration (Collaboration). In contrast to an inadequate SOCIS 
national mean rating for collaboration3, collaboration was rated as adequate at the state and local 
level SOCs in the 2014 readiness SOCIS as well as in 2016 and 2018.  Interestingly, in readiness 
self-assessments required for CMHI planning grants, collaboration has often been rated as high.30 
Similar to other readiness survey results, this study’s initial results may have reflected the 
heightened engagement of systems, child service providers, families, youth, and advocates to 
identify resources and challenges in preparation for an expansion grant. Alternatively, or even 
complementarily, the state’s initial results may also be reflective of its history of incremental 
local SOC development prior to receiving the CMHI grants from SAMHSA.  The adequate 
ratings reported for 2016 and 2018 may also be indicative of the state’s strategic focus on 
building and strengthening collaboration which remained consistent throughout the grants. 
Other studies that have reported improvements in interagency collaboration have also 
been critiqued for deficits in their operationalization of collaboration with concerns about their 
limited focus on information exchange, resource sharing, and failure to consider multi-sector 
involvement in governance, service planning, etc.43 In the current study, collaboration 
encompassed multi-sector and interagency involvement in governance, resource sharing, service 
planning, staff training, and program evaluation. This view of collaboration is consistent with the 




Initially, as a self-assessment, the SOCIS provided a framework to operationalize SOC 
implementation, to identify areas of adequate state implementation and to gauge the level of 
SOC development in specific counties. With a history of SOC development in some 
communities and the emergence of a state-level Child Mental Health Advisory Board to support 
and to sustain high quality wraparound services, some components were in place, but required 
further development to bridge independent service systems, build and sustain meaningful family 
and youth involvement, to better support local SOCs, and to address ongoing challenges. Local 
SOCs utilized county specific reports in discussions and to develop goals and activities. 
Monitoring change invited discussions regarding the effectiveness of strategies and activities, 
and changes in structure, technical assistance strategies, increased cross-system collaboration, 
new funding for school based mental health services, and sustained funding for family 
involvement through support of local SOCs.  
Exploratory Longitudinal Study 
In the spirit of monitoring implementation progress, the readiness survey was repeated 
twice during the expansion grant. Patterns of mean ratings at the local and state level remained 
similar to a national study of previously CMHI funded local grants.3 Using the SOCIS 
translational framework, for the state SOC, for Provider Accountability and Performance 
Measurement System, initial adequate ratings dropped in 2016; for General System Performance, 
adequate initial and 2016 ratings dropped in 2019. Although still within a mid-level range of 
SOC implementation overall, mean factor ratings for 2014 were typically higher compared to 
subsequent years. Stakeholders asked if observed changes were significant.  
A MANOVA explored the use of a more rigorous statistical approach to identify 




differences in the level of implementation emerged between 2014 and 2016, and between 2014 
and 2018 for specific factors. For outreach and access to care and skilled provider network, mean 
factor ratings were significantly lower over time. For individualized, comprehensive, and 
culturally competent treatment, the trend was different with improved ratings in 2016, which 
waned by 2018. Observed mean changes in family choice and voice and collaboration were not 
statistically significant. Unlike using the translational measurement strategy with specific 
counties and at the state-level, examining goals, activities and reported progress or a related 
qualitative case study,23 the exploratory analysis of aggregated county and state mean factor 
found no progress and significant negative change in a few factors. Disaggregating survey results 
to examine state level implementation was limited by the small number of respondents and 
incomplete surveys.  
Change theories. Trans-theoretical stages of change theory,44 familiar to behavioral 
health practitioners, and Rogers’45 similar stages of change framework for implementation of 
innovation within organizations provide a context to understand the process of SOC adoption 
and development.46  Following the initial (beginning) perceived need and matching of SOC 
values and principles to the child mental health system, SOCIS mid-level implementation is 
comparable to two parts of Roger’s implementation framework: redefining and/or restructuring 
and clarifying, which cover a wide range of implementation tasks.44 After a system decides to 
implement a SOC, during the redefining and/or restructuring phase, the innovation (SOC) is 
adapted to fit into the system and the system’s infrastructure changes. During the clarifying 
phase, as more stakeholders are involved, the relationship between SOC and the system are more 
clearly defined and established. When the SOC values, principles, and framework become a 




study of specific factor ratings found evidence of both redefining/restructuring and clarifying 
processes in state and local SOC development. Both existing and newly established SOCs sought 
clarification of their role and often redefined the purpose and structure of their collaboratives.  
Through readiness assessment and reassessments, SOCIS factor definitions and questions 
provided clarification. For example, the SOCIS defined collaboration through factor definitions 
and specific questions to assess the extent to which an interagency team met to discuss system 
planning for children and services, frequency of participation from education, shared resources, 
staff training, formal agreements, purchasing of services, and service plan development.41 
Interim survey results led to in-depth discussions and revision of strategic plan strategies, 
funding, and activities. In the last year of the grant, restructuring occurred with increased cross-
system attention to mental health within the Commission on the Status of Children, increased 
collaboration among the state’s child service agencies, and transformation of the grant’s 
governance board to an advisory child mental health committee.11    
Strengths and limitations. The SOCIS provided a snapshot of the child mental health 
system’s state and local development through key informants’ ratings of SOC factors in one 
Midwestern state, reflecting the nature and level of SOC implementation at the state and local 
levels. From a practical standpoint, the translational method of interpreting SOCIS findings 
provided an easily understood framework for SOC stakeholders. The SOCIS worked well as a 
readiness assessment to inform strategic planning. The survey process and result sharing also 
raised awareness about and improved understanding of the SOC framework.  
SOCIS limitations. Though the findings offer good insight into SOC development, they 
should be interpreted with caution. Reliability and validity of the instrument had been studied at 




SOCIS limitations.41 Variability within and between counties was limited to six of the 14 
original factors when measured by intraclass correlation. Small local sample sizes and the 
heterogeneous nature of national respondents raised concerns about between county results. Did 
small local sample sizes affect reliability? It was unclear if observed within and between county 
differences were due to differences in implementation or to respondent’s perspectives 
(knowledge).41  Similar concerns appeared in this study.  
Sampling methodology and survey. This study’s convenience sampling methodology 
contributed limitations. Consistent with the national study’s methodology, this study recruited 
diverse respondents to assess county and state level SOC development. In the resulting 
convenience sample, participation varied from one to 29 respondents for specific counties. 
Respondent type across time periods also varied. For the readiness assessment, respondent types 
were MH (37.3%) and CSO (30.6%), ED (14.4%), OCP (8.9%), and YF (8.4%). The mix 
changed in 2016: MH (30.8%), OCS (26.9%), ED (19.6%), OCP (17.8%) and YF (4.9%). In 
2018, respondents included MH (25.7%), OCS (28.9%), ED (17.4%), OCP (22%), and YF 
(6.1%). For studies of this nature, stratified and targeted sampling approaches may be more 
fitting. 
Both respondent type and size possibly influenced factor means. The use of inferential 
analysis to identify statistically significant change was further limited by inconsistent 
participation of county stakeholders and the relatively low number of state surveys. The solution, 
aggregating ratings for participating counties and the state to develop a global measure, may not 
have reflected the impact of the state level CMHI grant. The survey was relatively long, 
including concepts unfamiliar to many respondents. Not all respondents rated every SOCIS 




Time, alone, may not explain SOC development.45 Implementation research considers 
time, but recognizes the complexity of organizational or system decision-making due to the large 
number of involved people.44. Possible explanations for this study’s results include the 
complexity of the implementation process,44, 47 effectiveness of planned strategies, respondents’ 
perspectives and knowledge and the study’s methodology. Some planned SOC activities may not 
have worked or may not have been well implemented. Decreasing survey ratings for OAC and 
SPN may have reflected respondents’ increased recognition of common service challenges 
across SOCs.3 Regarding expected change related to CMHI grants, observed changes in 
Collaboration and Governance factors paralleled clarification and restructuring implementation 
processes during the grants.44 In contrast to foundational studies related to the SOCIS, in this 
study, the survey was utilized during the grant funding cycle, not as a post grant study.3, 9, 41  
Implications for Behavioral Health 
The system of care framework provides a foundation to effectively address the emotional 
and behavioral health needs of children and youth by establishing and supporting conditions 
necessary for access to effective services and supports. 4, 5, 8-12, 14, 19, 32 Implementation requires 
endorsement of the core system of care values and principles through infrastructure, policies, and 
programs.4, 46 Further, periodic evaluation of the child mental health system infrastructure, policy 
development, and outcomes provides information needed for quality improvement initiatives.43, 
47  
 The use of SOC value-based instruments, such as the SOCIS, combined with qualitative 
information, can provide valuable information to focus and inform strategic planning, technical 
assistance, and to support conditions necessary for accessible, effective child behavioral health 




implementation process and of evaluation resources warrant additional research. Despite 
methodological challenges, the meaningful inclusion of multiple perspectives from youth and 
families, service systems, service organizations, education, other child service organizations, etc. 
is needed. Further development and refinement of easily understood, normed instruments to 
monitor and manage SOC development at both local and state levels is needed.48   
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